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Unexpected laryngoscope failure
To the Editor: Laryngoscope failure is a disconcerting event which occurs at the most inconvenient time and can have life threatening consequences.
1,2 Common causes of failure include a failing light source, defective bulb or a faulty electrical connection.
2 With aging, equipment breakage has become a serious problem. Repeated cleaning and sterilization contribute to accelerated corrosion. 3 Metal fatigue from chronic use can result in sudden and unexpected breakage. [3] [4] [5] The Welch Allyn laryngoscope handle and Macintosh #3 blade (Figure) were checked prior to the induction of anesthesia for the first patient of the day. It functioned normally during the first intubation. The handle and blade were cleaned and sterilized. Prior to the induction of the second patient, an assistant noted that the hook-on assembly of the Macintosh blade could not be engaged by the head of the handle. Examination revealed that the head of the handle was missing the hinge pin and metal sleeve that forms the fulcrum to which the hook-on assembly of the blade attaches. The metal sleeve that covers the hinge pin was engaged in the slot of the locking assembly of the Macintosh blade, making it impossible to engage the blade on another laryngoscope handle until the sleeve was removed (Figure; c) .
Scrutiny of the head of the handle showed that the locking screw had worked loose. This screw engages the machined groove on the end of the hinge pin to secure and hold the pin and its sleeve in place. When the locking screw works its way free, the hinge pin can fall out. In this case, the blade was engaged by the head of the laryngoscope and used to successfully intubate the first patient. When the laryngoscope was returned to the anesthetic machine, the hinge pin fell out, leaving the metal sleeve engaged by the hook-on assembly of the blade and the head of the Welch Allyn handle devoid of the hinge pin and its accompanying metal sleeve.
Age and frequency of use have been implicated as factors contributing to the structural failure of laryngoscopes.
3 Not only should the electrical integrity of the laryngoscope be checked but routine stress testing of the blade and handle as well as a careful visual inspection of older laryngoscope handles and blades are necessary.
1,5 During a rapid sequence induction, neglecting these precautions could be disastrous. Both a back up laryngoscope handle and blade should always be immediately available. 
Does propofol anesthesia increase agitation in neurosurgical patients? -a pilot study
To the Editor: Postoperative agitation (POA) is sometimes seen in neurosurgical patients. 1,2 Although POA is usually a benign and time-limited phenomenon, it can increase blood pressure and intracranial pressure resulting in bleeding, and causing potentially dangerous complications. Despite the seriousness of this problem, no study has clarified whether any particular anesthetic management regimen is better at minimizing agitation than any other. The purpose of this preliminary study was to determine the incidence and extent of POA in patients undergoing craniotomy for removal of brain neoplasms and anesthetized with propofol. Propofol is now widely used in neurosurgical anesthesia because of its rapid emergence from anesthesia.
1,3 However, too rapid an emergence might cause POA if pain relief is insufficient and/or brain swelling is present postoperatively. We hypothesized that propofol anesthesia would be associated with more agitation during the first 24 postoperative hours than isoflurane anesthesia.
We randomized 30 patients to receive either propofol (n = 15) or isoflurane (n = 15) anesthesia. In the propofol group, anesthesia was induced with 1-2 mg·kg -1 propofol and fentanyl followed by propofol infused at an initial rate of 200 µg·kg -1 ·min -1 . In the isoflurane group, anesthesia was induced with thiopental and maintained with isoflurane and nitrous oxide (N 2 O). POA was assessed and recorded hourly for 24 hr using the modified sedation-agitation scale (SAS).
2 There were no differences in the duration of anesthesia or surgery between the two groups. Time to extubation (from N 2 O discontinuation) was 6 ± 4 min for the propofol group and 6 ± 5 min for the isoflurane group. There were no differences in intraoperative hemodynamics, fluid management, and temperature between the two groups. Mean SAS scores increased significantly (P < 0.05) at two hours after extubation in the isoflurane group and at three hours in the propofol group (Figure) . One patient in the propofol group and three patients in the isoflurane group became agitated. However, there were no differences in the changes of the SAS between the groups during the study.
In conclusion, the incidence of agitation was not statistically different between the two groups. However, our study carries a high risk of type II (ß) error because of the small number of subjects. Therefore, further trials with a satisfactory sample size will be required. In our preliminary experience, both propofol and isoflurane were associated with acceptable levels of postoperative agitation. 638 CANADIAN JOURNAL OF ANESTHESIA FIGURE: Sedation-agitation scale (SAS) 2 scores in 30 patients during the first 24 hr after brain tumour removal. SAS 1 = unarousable (minimal or no response to noxious stimuli, does not communicate or follow commands); 2 = very sedated (arouses to physical stimuli but does not communicate or follow commands, may move spontaneously); 3 = sedated (difficult to arouse, awakens to verbal stimuli or gentle shaking but drifts off again, follows simple commands); 4 = calm and cooperative (calm, awakens easily, follows commands); 5 = agitated (anxious or mildly agitated, attempting to sit up, calms down to verbal instructions); 6 = very agitated (does not calm down despite frequent verbal reminding of limits; requires physical restraint); 7 = dangerous agitation (pulling at gastric tube, trying to remove catheters, climbing over bedrail, striking at staff, thrashing side-to-side). *P < 0.05 vs the corresponding baseline values. Values are expressed as mean ± SD. Prop = propofol group; ISO = isoflurane group.
